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Promoting scholastic achievement, creative accomplishment, healthy living and community involvement for America's teens 
  
 
 

HEALTH INFORMATION FORM 
 

 
NOTE:  This information is needed to assist treating your daughter should any 
problems arise. 
 
NAME:____________________________________________________________  

Title:_____________________________________________________________  

Parent or Guardian _________________________________________________  

Home Telephone: __________________________________________________  

Office Telephone: __________________________________________________  

Wireless Telephone: _________________________________________________  

Physician’s Name ___________________________________________________  

Physician’s Telephone: ______________________________________________  

Physician’s Address: _________________________________________________  

_________________________________________________________________  

List any Allergies (Medication, Food, etc…) _______________________________  

_________________________________________________________________  

List all medications currently taking and why: _____________________________  

_________________________________________________________________  

 
_________________________________________________________________  

Contestant Signature        Date 
 

_________________________________________________________________  
Parent or Guardian Signature       Date 
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